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Abstract  The  majority  of  breast  lesions  in  men  are  benign.  Gynaecomastia  is  a  very  common
condition in  which  hormonal  changes  cause  male  breasts  to  enlarge.  Three  radiological  patterns
of gynaecomastia  have  been  described:  nodular,  dendritic,  and  diffuse  glandular  pattern.  The
main differential  diagnosis  is  lipomastia,  which  is  when  adipose  tissue  deposits  are  found  in
the subcutaneous  tissue.  Male  breast  cancer  is  rare.  The  main  risk  factors  are  pathologies  that
cause hormonal  imbalances,  a  history  of  chest  irradiation,  and  a  family  history  of  breast  cancer
(particularly  in  families  carrying  a  mutation  of  the  gene  BRCA2).  Mammography  usually  shows
a mass  with  no  calciﬁcations.  Sonography  is  useful  to  investigate  local  disease  spread,  and  for
detecting  any  enlarged  axillary  lymph  nodes.  MRI  is  not  currently  indicated  to  investigate  male
breast cancer.  Very  often,  the  clinical  examination  alone  is  enough  to  distinguish  benign  lesions
from malignant  lesions.  Imaging  must  not  be  automatically  carried  out,  but  rather  it  should  be
used when  the  diagnosis  is  clinically  uncertain  or  when  patients  present  risk  factors  for  breast
cancer, as  well  as  for  guiding  biopsies  and  for  assessing  disease  spread.
© 2012  Éditions  françaises  de  radiologie.  Published  by  Elsevier  Masson  SAS.  All  rights  reserved.
Introduction
The  majority  of  breast  lesions  in  men  are  benign,  since  gynaecomastia  is  by  far  the  most
common  aetiology.  Breast  cancers  are  rare  in  men,  accounting  for  approximately  1%  of
cases  [1,2]. Other  breast  pathologies  are  related  to  the  cutaneous  and  subcutaneous  tissue
(lipoma,  fat  necrosis,  lipomastia,  abscess,  epidermal  inclusion  cyst,  etc.)  [3].
The  most  common  reasons  for  a  man  to  seek  a  consultation  are  increased  breast  size,
appearance  of  a  nodule,  or  pain.
Abbreviations: ACR, American College of Radiology; MRI, Magnetic Resonance Imaging; BRCA1,  BReast CAncer 1; BRCA2, BReast
Ancer 2.
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Imaging techniques
If  a  mammogram  is  required,  the  imaging  techniques  are
the  same  as  those  used  in  women.  A  bilateral  mammogram
view  (usually  oblique)  may  be  enough,  or  investigations  may
need  to  be  completed  by  further  views,  localised  and  mag-
niﬁcation  images  with  focal  compression,  and  sonography
(Fig.  1).  It  is  also  possible  to  obtain  geometric  magniﬁca-
tion  images  from  the  outset  in  order  to  achieve  improved
spatial  resolution,  since  the  entirety  of  the  breast  volume
will  be  analysed,  taking  its  smaller  size  into  account,  but
the  disadvantage  is  that  increased  doses  of  irradiation  are
needed.
Gynaecomastia
Background
From  birth  up  to  puberty,  breast  tissue  is  identical  in
both  sexes.  During  puberty  in  boys,  levels  of  oestrogens
do  increase  (stimulating  the  growth  of  breast  tissue)  but
more  importantly  there  is  a  major  increase  in  testosterone
levels  (antagonising  the  effects  of  oestrogen).  This  means
that  there  is  a  temporary  proliferation  of  breast  ducts  and
stroma,  followed  by  involution  of  these  ducts.  The  terminal
lobular  units  do  not  develop  in  the  male  breast  due  to  an
absence  of  progesterone.  Cooper’s  ligaments  are  also  absent
in  the  male  breast  [1].
Gynaecomastia  is  a  very  common  benign  pathology
(found  in  up  to  55%  of  male  breasts  in  series  of  autopsy
specimens)  [4].  It  is  an  increase  in  breast  size  due  to  a
proliferation  of  breast  ducts  and  stromal  tissue  secondary
to  an  increased  oestrogen  to  testosterone  ratio.  There  are
numerous  aetiologies  for  these  common  physiological  and
Figure 1. Normal breast imaging in a man: a: a mammogram attempt,
normal male breast demonstrating the nipple (star), hyperechoic skin (a
muscle (bracket).27
ormonal  changes  in  adolescent  boys  and  men  over  the  age
f  60;  they  can  also  arise  secondary  to  endocrine  disease,
ome  kinds  of  neoplasms,  systemic  disease,  or  medications
Boxed  text  1)  [3,5,6].
Boxed  text  1 The  main  causes  of  gynaecomastia
[3,6].
• Physiological:
◦ Senescence,
◦ Puberty.
• Endocrine:
◦ Klinefelter  Syndrome,
◦ Hypogonadism,
◦ Hypothyroidism.
• Systemic  disease:
◦ Cirrhosis,
◦ Chronic  renal  failure.
• Tumours:
◦ Testicular  tumours,
◦ Adrenal  carcinoma,
◦ Pituitary  adenoma,
◦ Hepatocellular  carcinoma.
• Toxicity,  medications:
◦ Alcohol,
◦ Cannabis,
◦ Digoxin,
◦ Cimetidine,
◦ Thiazide  diuretics,
◦ Omeprazole,
◦ Tricyclic  antidepressants,
◦ Spironolactone,
◦ Diazepam,
◦ Anabolic-androgen  steroids, oblique view: only the pectoral muscle is visible; b: sonogram of a
rrows), a few hypoechoic fatty lobules (arrowheads), and pectoral
◦ Exogenous  oestrogens.
• Idiopathic.
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Figure 2. Nodular pattern gynaecomastia. A 22-year-old male
patient who was being monitored for cystic ﬁbrosis. Progressive
appearance of a painful mass behind the right nipple. Mass with
low density centred on the nipple with clear anterior margins, while
the posterior margins are less well-circumscribed: a: anteroposte-
rior view of the right breast; b: oblique view of the right breast;
c: sonogram of the right breast: slightly hypoechoic area in the
retro-areolar breast (arrows), no suspicious mass. A microbiopsy
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linical examination
ynaecomastia  is  often  easy  to  diagnose  on  clinical  exam-
nation,  presenting  as  a  ﬁrm,  mobile  mass  centred  under
he  areola  that  can  be  painful,  especially  if  it  has  developed
ecently  [5,7]. It  is  usually  bilateral  and  asymmetrical  (84%),
ut  it  can  be  unilateral  (14%),  or  bilateral  and  symmetrical
2%).  It  is  important  to  examine  the  patient’s  testicles,  as  a
umber  of  testicular  pathologies  and  especially  tumours  can
ause  gynaecomastia.  Even  if  the  gynaecomastia  is  benign,
n  which  case  it  will  not  usually  require  any  speciﬁc  manage-
ent,  the  associated  pain  can  be  disabling  and  may  require
reatment  (for  example,  use  of  a  topical  gel  containing
estosterone).  It  can  have  a  very  signiﬁcant  psychological
mpact  on  patients,  especially  adolescent  boys,  and  may
ead  to  mastectomy.
maging
hree  radiological  patterns  of  gynaecomastia  have  been
escribed  [1,3,7]:
the nodular  pattern,  which  is  seen  in  the  ﬂorid
early  phase:  the  mammogram  shows  a  disc-shaped,
homogenous,  well-circumscribed  opacity  that  may  have
some  posterior  irregularities.  Sonography  demonstrates  a
hypoechoic  mass  beneath  the  nipple  surrounded  by  fatty
tissue  (Fig.  2);
the  dendritic  pattern,  which  is  seen  in  the  irreversible,
chronic,  ﬁbrotic  phase:  the  mammogram  shows  a non-
homogenous  wedge-shaped  opacity  with  its  apex  in  the
retro-areolar  region,  and  with  posterior  linear  extensions
radiating  into  the  deep  adipose  tissue,  predominating  in
the  upper  outer  quadrant.  Sonography  shows  a  wedge-
shaped  hypoechoic  area  centred  on  the  nipple  with
irregular  posterior  margins  that  extend  into  the  echogenic
ﬁbrous  breast  tissue  (Figs.  3  and  4);
the  diffuse  glandular  pattern:  this  consists  of  an  over-
all  increase  in  breast  size  that  presents  identically  on
mammography  and  sonography  to  the  female  dense  het-
erogeneous  breast  (Fig.  5).
ifferential diagnosis
he  main  differential  diagnosis  of  gynaecomastia  is  lipo-
astia  (or  pseudogynaecomastia),  which  is  the  excessive
ubcutaneous  deposition  of  adipose  tissue.  The  diagnosis  is
sually  made  clinically  based  on  the  presentation  of  bilater-
lly  increased  breast  volume  that  is  soft  in  consistency,  with
o  clearly  demarcated  retro-areolar  mass  [5].  On  imaging,
o  radio-opaque  structures  are  demonstrated  [6,8]  (Fig.  6).
reast cancer
ackgroundreast  cancer  in  men  is  rare,  with  an  annual  incidence  in
urope  of  1  in  100,000.  Fewer  than  1%  of  all  patients  with
reast  cancer  are  men  [4,9]. It  mainly  occurs  in  elderly
atients,  peaking  in  incidence  at  age  71  [4].
d
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remonstrated that gynaecomastia was present with no signs of
alignancy.
Most  of  the  risk  factors  (Boxed  text  2)  are  suggestive  of
hanges  in  the  ratio  of  oestrogens  to  androgens.  This  means
hat  an  increased  risk  is  seen  in  patients  with  Klinefelter
yndrome  (relative  risk  of  50),  testicular  abnormalities,  cir-
hosis,  and  those  who  are  obese  [10]. If  the  patient  has  a
istory  of  chest  radiotherapy,  this  also  increases  the  risk
f  breast  cancer.  Although  the  risk  factors  for  gynaeco-
astia  are  similar,  it  is  not  linked  to  an  increased  risk  of
ancer.
There  is  a  familial  predisposition,  with  20%  of  men  with
reast  cancer  having  a  family  history  of  breast  cancer  in
rst  degree  female  relatives  [4].  The  genetic  risk  may  be
ue  to  mutations  in  highly  penetrant  genes,  especially  muta-
ions  of  the  BRCA2 gene;  the  risk  linked  to  mutations  in  the
RCA1  gene  is  less  signiﬁcant  and  has  been  described  only
ecently.  One  study  in  an  American  population  estimated
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Figure 3. Dendritic pattern gynaecomastia: A 63-year-old patient presented with enlarged breasts on both sides, while being followed for
cirrhosis complicated by hepatocellular carcinoma: a: anteroposterior view of the right breast; b: anteroposterior view of the left breast;
c: oblique view of the right breast. Non-homogenous bilateral opacities with apexes behind the nipple and posterior extensions into the
fatty tissue; d: sonogram of the right breast; e: sonogram of the left breast: hypoechoic structures (arrows) centred on the nipples (stars),
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[with irregular posterior margins extending into the echogenic ﬁbro
with no signs of malignancy.
the  cumulative  risk  of  male  breast  cancer  at  age  70  to  be
6.8%  for  carriers  of  a  mutation  of  the  BRCA2 gene  and  1.2%
for  carriers  of  a  mutation  to  the  BRCA1 gene  [11]. Depend-
ing  on  the  population  studied,  between  4  and  40%  of  men
with  breast  cancer  carry  the  mutation  of  the  BRCA2 gene
and  between  0  and  11%  carry  the  mutation  of  the  BRCA1
gene  [4,12]. If  a  male  family  member  has  breast  cancer
this  is  therefore  a  risk  factor  for  the  mutation  and  this
alone  may  be  an  indication  for  a  referral  for  an  oncolo-
gical  genetics  consultation  [13—15]. The  Current  National
Comprehensive  Network  recommends  breast  monitoring  for
men  carrying  these  genetic  mutations,  which  should  include
teaching  them  to  self-examine  the  breast,  twice-yearly  clin-
ical  monitoring,  and  scheduling  an  initial  mammogram  to
be  followed  by  annual  repeat  mammography  if  gynaeco-
mastia  or  breast  density  is  seen  on  the  ﬁrst  mammogram
[16].
C
T
dsue. A microbiopsy demonstrated that gynaecomastia was present
The histological  type  encountered  most  often  is  inva-
ive  ductal  carcinoma,  which  accounts  for  almost  90%  of
ases.  Ductal  carcinoma  in  situ  accounts  for  10%  of  cases,
ith  papillary  carcinoma  making  up  75%  of  these.  Lobu-
ar  carcinoma  is  very  rare  (1%)  because  of  the  absence
f  a  differentiated  terminal  lobular  unit  in  the  normal
ale  breast,  even  in  males  with  gynaecomastia,  and  the
ast  majority  of  cases  of  this  type  arise  in  patients  with
linefelter  syndrome  (XXY).  Over  90%  of  tumours  are  hor-
one  receptor  positive.  The  prognosis  based  on  histology
s  similar  to  that  identiﬁed  for  women  of  an  identical  age
4,10,17].linical examination
he  diagnosis  of  breast  cancer  is  very  often  clinically  evi-
ent  [18]. The  most  common  presentation  is  a non-painful
30  M.  Charlot  et  al.
Figure 4. Dendritic pattern gynaecomastia: painful mass behind the right nipple that has been present for 4 months in a 58-year-old male
patient: a: oblique mammogram of the right breast: the features of the area behind the nipple are identical to those of a women with
type II breast density; b and c: sonogram of the right breast: hypoechoic wedge-shaped image with its apex behind the nipple and irregular
margins (arrows), within the hyperechoic breast (arrowhead).
Figure 5. Diffuse glandular pattern gynaecomastia. A 25-year-old male patient presenting an isolated hypertrophy to the right breast
that he had known for 3 years: identical features to those seen in a woman with type 4 breast density: a: anteroposterior mammogram of
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ohe right breast; b: oblique mammogram of the right breast; c: son
arrow), a few hypoechoic fatty lobules (arrowhead).
ndurated  mass  (75%  of  cases).  This  is  highly  suspicious  of
ancer  if  it  is  peripheral  to  the  nipple  (Fig.  8a).  The  nipple
s  affected  relatively  early  on,  and  this  kind  of  involvement
an  present  as  retraction,  ulceration,  or  discharge.  Regional
utaneous  metastases  are  possible  (Fig.  7).  Due  to  the  rar-
ty  and  lack  of  understanding  of  this  pathology,  diagnosis  is
ften  delayed,  with  over  40%  of  cancers  being  diagnosed  at
tages  3  or  4  [4].
s
r
d of the right breast: presence of hyperechoic ﬁbrous breast tissue
maging
he  mammogram  usually  shows  a  dense  mass  without  calciﬁ-
ations  (Figs.  8—10).  It  very  often  has  spiculated,  indistinct,
r  microlobulated  margins,  although  they  can  be  circum-
cribed  [9].  The  mass  is  usually  situated  in  the  retro-areolar
egion,  as  male  breast  cancer  often  originates  in  the  central
ucts.  A  peripheral  mass  is  highly  suspicious  for  malignancy
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Figure 6. Lipomastia. Patient presenting a longstanding increase in size to both breasts with no palpable mass: a: oblique mammogram
of the left breast; b: and anteroposterior mammogram of the left breast. Tissue density demonstrates fatty tissue only; c: sonogram of the
left breast: only hypoechoic fatty lobules (arrow) are present below the nipple (star).
Boxed  text  1  Risk  factors  for  breast  cancer  in
men  [4,10,14].
• Advanced  age.
• Genetic  factors:
◦ Klinefelter  syndrome,
◦ Mutations  of  the  genes  BRCA2  >  BRCA1.
• History  of  chest  irradiation.
• Occupational  exposure:
◦ Heat,
◦ Exhaust  gas.
• Taking  oestrogen.
• Testicular  disease:
◦ Crypotorchidism,
◦ Congenital  inguinal  hernia,
◦ Orchidectomy,
◦ Testicular  trauma.
• Cirrhosis.
is an  irregularly-shaped  mass  that  is  hypoechoic  with  angu-
lar,  microlobulated,  or  spiculated  margins  (Fig.  8  f)  [1,19].
Sonography  may  be  useful  to  pinpoint  the  position  of  the
mass  in  relation  to  the  nipple:  a  lesion  that  appears  to  be
retro-areolar  on  mammography  may  turn  out  to  be  periph-
eral  on  sonography  [1].  A  complex  cystic  mass  is  highly
suspicious  in  a  man  and  will  require  surgery  irrespective
of  the  cytopathology  or  biopsy  results  [1,19]. Sonography
is  useful  to  assess  local  disease  spread,  as  it  allows  any
spread  into  the  cutaneous  tissue,  nipple,  or  pectoral  muscle
to  be  visualised,  as  well  as  demonstrating  whether  there  are• Obesity.
• Alcohol.
because  it  cannot  be  gynaecomastia  [1,6,8]. The  presence
of  microcalciﬁcations  is  less  common  than  it  is  in  female
breast  cancers  and  when  they  do  present,  they  are  gen-
erally  coarser,  more  widespread,  and  more  rarely  linear
(Fig.  8b—e)  [6,7]. The  kinds  of  microcalciﬁcations  that  are
not  particularly  suspicious  in  women  (for  example  nodular
calciﬁcations)  are  often  malignant  lesions  in  men  [7,9]. Asso-
ciated  signs  such  as  nipple  retraction,  cutaneous  thickening,
and  axillary  lymphadenopathies  are  often  found,  and  these
are  seen  in  much  smaller  lesions  in  men  than  in  women,  due
to  the  smaller  breast  size  of  men  [1].
Similar  signs  are  demonstrated  on  sonography  as  those
seen  in  breast  cancers  of  the  same  histological  type  pre-
senting  in  women.  The  most  commonly  described  ﬁnding
Figure 7. Ductal carcinoma of the left breast with cutaneous
metastases.
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Figure 8. Invasive ductal carcinoma. A 57-year-old male patient presenting an indurated tumefaction of the left breast that had developed
over 2 years: a: the peripheral nature of the nodule noted on clinical examination (arrow) is suggestive of malignancy; b: oblique mammogram
of the right breast; c: oblique mammogram of the left breast; d: anteroposterior mammogram of the right breast: bilateral dendritic pattern
gynaecomastia and presence of a deep mass with indistinct and poorly circumscribed margins, classed as ACR 5, in the upper outer quadrant
of the right breast (arrows); e: magniﬁed anteroposterior image focusing on the outer quadrants of the right breast: presence of numerous
nodular, amorphous microcalciﬁcations within the mass; f: sonogram: heterogeneous mass of tissue that is slightly hypoechoic, with poorly
circumscribed margins and no posterior acoustic changes, situated in the upper outer quadrant.
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Figure 9. Invasive ductal carcinoma: a: anteroposterior mammograms of the left breast; b: oblique mammogram of the left breast: dense
mass with irregular, spiculated posterior margins (arrow) that is peripheral to the nipple, classed as ACR 5.
Figure 10. Invasive ductal carcinoma. A 68-year-old male patient attending due to retraction of the right nipple that had developed over
several weeks: a: oblique mammogram of the right breast; b: oblique mammogram of the left breast; right breast: mass behind the nipple
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The  diagnosis  of  nodular  or  dendritic  pattern  gynaecomas-
tia  is  usually  made  clinically  (context,  mobile  non-induratedwith irregular and spiculated margins; left breast: small amount o
irregular hypoechoic mass with a vertical long axis and a posterior 
multicentric  lesions,  and  detecting  enlarged  axillary  lymph
nodes  (present  in  almost  50%  of  cases)  [1,7,9]. If  there  are
no  suspicious  lymph  nodes  found  on  clinical  examination  or
sonography,  this  may  mean  that  the  sentinel  lymph  node
biopsy  technique  can  be  used,  and  this  has  shown  encourag-
ing  results  in  men  whilst  avoiding  the  morbidity  of  axillary
node  clearance  [4,14,20].
The  use  of  MRI  has  not  been  widely  studied  in  male  breast
cancer.  One  study  involving  17  patients  showed  that  signs
of  malignancy  or  benign  lesions  were  identical  to  those  in
m
so-areolar residual glandular tissue; c: correlation on sonography:
w cone.
reast  lesions  in  women  [21]. MRI  currently  has  no  recog-
ised  indication  for  investigating  male  breast  cancer.
ifferential diagnosis
enign  lesionsass,  often  painless,  no  nipple  discharge,  no  associated
igns).  Imaging  in  gynaecomastia  always  demonstrates  a
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Figure 11. Inﬂammatory subcutaneous nodule without tumour
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Mells in a 75-year-old patient with chronic renal failure. Anteropos-
erior mammogram of the right breast: dense oval external mass
ith circumscribed margins.
esion  centred  on  the  nipple  with  no  associated  signs
Figs.  2—5)  [1].
A  lipoma  will  present  on  mammography  as  a  well-
ircumscribed,  radiolucent  image,  while  sonography  will
how  a  slightly  hyperechoic  oval  mass  that  is  often  encapsu-
ated  [1].
Epidermal  inclusion  cysts  are  keratin  deposits  in  an
bstructed  hair  follicle.  The  mammogram  will  show  a  dense,
ell-circumscribed,  superﬁcial,  oval  mass,  which  appears  on
onography  as  a  hypoechoic  mass  with  posterior  enhance-
ent.  On  sonography,  the  lesion  always  maintains  continuity
ith  the  epidermis,  meaning  that  it  can  be  differentiated
rom  potentially  malignant  cysts  in  men  [1,7].
A retro-areolar  abscess  is  a  rare  lesion  that  is  frequently
hronic  and  is  associated  with  mammary  duct  ectasia.  On
B
r
m
rigure 12. Benign calciﬁcation: a: oblique mammogram of the
ight breast; b: oblique mammogram of the left breast: bilateral
ipomastia. Benign macrocalciﬁcation of the left breast.
maging,  it  appears  as  a  hypoechoic  mass  with  poorly  cir-
umscribed  margins  that  may  be  associated  with  cutaneous
hickening.  It  is  difﬁcult  to  differentiate  from  a  malignant
esion  and  a  biopsy  is  usually  required.  It  often  recurs  after
urgical  excision  [7].
All  benign  lesions  described  in  women  can  also  be  found
n  men  and  the  features  are  similar  (Figs.  11-13) [1,8]:
at  necrosis,  pseudoangiomatous  stromal  hyperplasia  (often
ssociated  with  gynaecomastia),  papilloma,  intramammary
ymph  nodes,  inﬂammatory  lesions  etc.
alignant  lesions
reast  metastases  from  cancers  elsewhere  in  the  body  are
are.  They  usually  originate  from  prostate  or  lung  cancers,
elanoma,  or  lymphoma.  They  multiply  readily  and  are
ound  and  well-circumscribed  (Fig.  14)  [7].
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Figure 13. Enlarged axillary lymph nodes and intramammary lymph node. Patient with severe atopic dermatitis and multiple enlarged
lymph nodes: a: oblique mammogram of the right breast: Very enlarged axillary lymph node; b: oblique mammogram of the left breast:
dense, oval mass with circumscribed margins that correlates on pathological anatomy investigations to a dermatopathic intramammary
lymph node; c: sonogram of the right axilla: Enlarged lymph nodes presenting cortical thickening; d: sonogram of the left breast region next
to the nipple: hypoechoic oval mass with circumscribed margins and no posterior beam attenuation (dermatopathic intramammary lymph
node).
36  
Figure 14. Lymph node metastases from a melanoma to the left
arm in a 64-year-old male. Oblique mammogram of the left breast:
two round masses, one of which is a dense mass with microlobu-
lated margins behind the nipple, and the other is in the upper outer
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breast cancer. Crit Rev Oncol Hematol 2010;73:141—55.
[15] Korde LA, Zujewski JA, Kamin L, et al. Multidisciplinaryuadrant, is less dense, and has indistinct posterior margins.
onclusion
ost  breast  symptoms  seen  in  men  relate  to  benign  pro-
esses  (gynaecomastia,  lipomastia)  that  the  clinician  will
uspect  based  on  the  history  and  clinical  examination.  Imag-
ng  is  then  able  to  back  up  the  diagnosis  but  it  does  not
rovide  much  additional  diagnostic  information.  The  diagno-
is  of  a  malignant  lesion  can  often  be  clinically  evident,  and
t  has  not  been  established  whether  preoperative  imaging
tudies  are  useful.
There  is  currently  no  consensus  on  the  indications  for
maging  when  faced  with  a  breast  abnormality  in  a  male
atient,  nor  on  the  type  of  examination  that  should  be
arried  out  ﬁrst.  Sonography  can  assist  in  diagnosis  when
ynaecomastia  is  suspected  on  clinical  examination,  espe-
ially  in  young  males,  but  to  our  knowledge  there  has  been
o  evaluation  of  sonography  only  or  as  a  ﬁrst  line  inves-
igation  into  a  clinical  abnormality.  Mammography  should
ot  be  carried  out  automatically,  but  rather  it  should  be
eserved  for  when  the  clinical  diagnosis  is  uncertain,  and
or  patients  in  whom  several  diagnoses  may  be  possible.  In
he  vast  majority  of  cases  it  is  able  to  differentiate  gynaeco-
astia  from  malignant  lesions  [1].  A  bilateral  examination
ust  be  carried  out  because  the  factors  that  predispose  a
atient  to  gynaecomastia  and  to  cancer  affect  both  breasts
1].  Imaging  is  also  useful  for  guiding  biopsies,  for  assessing
ocal  disease  spread  of  malignant  lesions,  and  to  look  for
nlarged  axillary  lymph  nodes  if  use  of  the  sentinel  node
iopsy  technique  is  being  considered.  The  imaging  investi-
ations  report  can  be  presented  in  the  same  way  as  is  done
or  women,  using  the  American  College  of  Radiology  (ACR)
lassiﬁcation  of  images  according  to  how  pathologically  sus-
icious  they  are.  Munn  has  put  forward  a  series  of  actions  toM.  Charlot  et  al.
e taken  when  faced  with  a  palpable  breast  lesion  in  a  male
atient  [22]:
patients  who  present  a  dominant  mass,  ulceration,  or
inﬂammatory  changes  should  undergo  biopsy  from  the
outset;
for  patients  whose  clinical  examination  is  suggestive  of
gynaecomastia:  If  they  are  under  the  age  of  40  and  have
no  risk  factors  for  breast  cancer,  imaging  is  not  required.
If  the  patient  is  aged  over  40  or  he  presents  risk  factors
for  breast  cancer,  a  mammogram  will  be  carried  out  to
conﬁrm  a diagnosis  of  gynaecomastia  or  lipomastia;
for  patients  who  present  an  indurated  or  ﬁrm  mass  that
is  not  typical  of  gynaecomastia  a  mammogram  may  be
useful  and,  depending  on  the  results,  biopsy  samples  may
be  taken.  If  the  patient  is  over  40  years  old  and/or  has
risk  factors,  a  biopsy  may  be  indicated  from  the  outset
with  or  without  other  imaging  investigations.
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